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STATE OF MARYLAND 

l i m i t a t i o n s  

Reimbursement for root canal therapy includes
a l l  
diagnostic tests,preoperative and postoperative 
radiographs, preoperative and postoperative treat
ments, pulpotomy and pulpectomy. 

Reimbursement for a sinus closure will only be made 

when this serviceis rendered as a separate procedure 

and not in conjunction with the removal of a tooth. 


Separate reimbursement will not be made for cavity 

liners and bases, and office visits, as these 

procedures are considered to be a component of the 

appropriate dentally necessary treatment. These 

services may not be billed to the recipient. 


The provider may bill for emergency treatment 

(09110)or for the actual dental procedures rendered 

during an emergency visit,
but not for both. 


Gold restorations, gold crowns and gold replacement 

appliances are not covered services. 


The Program's fee for Procedure Code
00210 (complete 

series of intra-oral radiographs including bitewings
1 
represents the maximum payable for any combination 

of periapical X-rays and bitewings. 
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I 1. Acrylic jacket c r o w  without a cecal superstructure
i . .  
2. Porcelain jacket crown wickout a metal superstructurei 3 - Fixed bridge work 

4 - cosmetic procedures 

3 .  

6. 


7 .  Local anesthesia as d separate charge 

0 .  Duplication of dentures; 

3 .  
/ 

a. Rebasing or repalzinc of dentures'; 


b. maxillofacial prosthesis associated with 
traumatic injury and the active or re
habilitative phase of treatment :or t h e  
removal of neoplasms; 

c. 	 Non-emergency dental treatment to ?reven: 
periodontal problems associatedwith patients 
taking phenytoin sodium drug medications 
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PROGRAM LIMITATIONS 
(Continued) 
10. DentalServices B. The Program does not cover the following services: 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


24. 

/ 

I 
.N No. l ] /- /G
Supersedes 
TN NO. 96-7 

Referrals; 


Silicate restorations; 


Diagnostic models asa separate charge except
when 

required for the provision of orthodontic
services; 


Office visits ; 

House calls; 


Immediate dentures; 


pre-formed dentures with teeth already (i.e.,

teeth alreadyset in acrylic prior to initial 

impressions); 


a
Consultant payments when memberof the house staffof 

a hospital either requests
or provides the consultations 

or, in the caseof a group practice, to any partner
or 

associate of that practice who either requests
or  
provides the consultation; 


Aftercare services asa separate charge toa provider 

or, in the caseof a group practice, to any partner
or  
associate of that practice; 


Services when reimbursement is included under another 

segment of the Program; 


Dentures and service which prepare the month for 
dentures; 

Unilateral partials replacing less than teeth 

excluding third molars. 


Approval Date 


Effective DateJAN 28 1991 
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STATE plan FOR MEDICAL ASSISTANCE 

UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 


program

(Continued) 


10. DentalServices 


Services that Require 

Preauthorization 


TN No. t / / - }L 

Supersedes 

TN No. - 7 


STATE OF MARYLAND 

LIMITATIONS 


Medicare Claims. For any claim initially

submitted to Medicare for which services have 


n of Medicare Benefits, whichever
is 


months of the e of service or 60 days from the 
e date, as shown on the 
are Benefits, whicheveris 

c. A claim for  services ed on different dates and 
submitted on a single fo 11 be paid only if it is 

date of service. 


informationshad1 


resubmitted, and received by Pro 
original 6 month period,or within 6 
rejection, whicheveris later. 

e. Claims submitted after the time
limitations 


Program within6 months of the dateon which 
eligibility was determined. 

A. Preauthorization is issued when: 


1. Program procedures are met; 


2 .  Program limitations are met; 

Approval Date 


Effective DateJAN 2 8 1991 
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3. 	 The  p rov ide r  submi t s  t o .  t he  Depar tmen t  

adequa tedocumen ta t iondemons t r a t ing  
t h a t  t h e  service t o  bep reau thor i zed  i s  
necessa ryandappropr i a t e( "necessa ry"  
means d i r e c t l y  r e l a t e dt od i a g n o s t i c ;  
p r e v e n t a t i v e ,c u r a t i v e ,p a l l i a t i v e ,  or 
r e h a b i l i t a t i v et r e a t m e n t ;" a p p r o p r i a t e "  
means a n  e f f e c t i v e  s e r v i c e  t h a t  can be 
p r o v i d e d ,t a k i n gi n t oc o n s i d e r a t i o nt h e  
p a r t i c u l a rc i r c u m s t a n c e s  of t h e  r e c i p i e n t  
a n d  t h e  relative 'cost  o f  any  service which 
couldbeused  to  t h e  same purpose) .  

B. Preauthorization is r equ i r ed  for thefollowing: 

1. 

2 .  

3 .  

4. 


5. 


6 .  

Acryl icfusedtometalcrown;  

Porcelainfused to metalcrown: 

Non-precious metal crown ( fu l l  c a s t ) ;  

Root cana lthe rapy ;  

Apicoectomy ; 

subgingiva lcure t tage ,rootp lan ing ,per iodonta l  
sca l ing-perv is i t(except  for thef i r s tv i s i t  for 
Vincent 's  Disease or Necrotizing Ulcerative 
G i n g i v i t i s )  ; 

.. . 
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XIX O F  THESOCIALSECURITYACT 

STATE OF M A R Y L A N D  

Comple teupper / lowerdenture :  

Pa r t i a luppe r / lowerden tu re  ( 2  c la spseachden tu re ) ;  

Eachadditionalclaspwithrest;  

Anyelect ivesurgicalprocedure n o t  listedon the current 
Dental Fee Schedule:  

Surgerynormallyconsideredcosmeticbutqualified by 
traumatic or pathologicalcausation; 

Laboratoryrebasing of d e n t u r e s :  

Addition of tee th  or c laspsto  a par t ia ldenture ;  

Specialper iodontalappl iances;  


apexi f ica t ioninvolv inganypermanent  tooth;  


Removalof anytee th ,o the rthanunderemergency  
condi t ions,which would thencauseanindividual  
to require  a removableprosthet icappl iance:  

Mul t ip leext rac t ionsotherthanunderemergency  
condi t ions ;  and 

Occlusaladjustment,periodontal .  

A p i c a l  c u r e t t a g e ;  

Root r e s e c t i o n  ; 

Overdenturecomplete;  

Overdenture  par t ia l ;  
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STATE PLANMEDICALASSISTANCE 
UNDER TITLE X I X  OF THE SOCIALSECURITYACT 

STATE OF MARYLAND 

28. 	 Certainsurgicalproceduresident i f iedunder"Inpat ie  
Services"(Attachment 3.1A.  page 12B, number  I I )  wt  
may beperformedby a dent is tmustbepreauthorize 
whenperformedon a hospitalinpatientbasisunless:  

a .Thepat ien t  is a l r eady  a hospital  
inpatient for a medicallynecessary 
condi t ionunrelated to thesurg ica l  
p rocedure  requiring preauthorizat ion,  or 

b .  	 An unrelatedprocedurewhichrequires  
hospitalization is beingperformedsimultaneously ~ 

C.  	 ?reauthorizat ionfordental  services, except  orthodontics 
t rea tmentserv ices ,  is validforeligiblerecipients when 
serv icesarcapprovedandarecomple tedwi th in  6 mont 
a f t e r  t h e  d a t e  of receipt  of thePreauthorizationrequest 
formbytheProgramand is cont ingentonthe recipient 
continuedeligibil i ty.  

D. Preauthorizationnormallyrequiredby the Program is 
waivedwhentheservice is coveredand approved by 
Medicare.However, i f  t heen t i r e  or a n yp a r t  of a cia1 
is rejectedbyMedicare.andtheclaim is re fer redto  ti. 
Program only if author iza t ionforthoseserv iceshasbe  
obtainedbetorebill ing.Non-Medicareclaimsrequire 
Preauthorizat ionaccordingto §§A-E3 above.  
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program LIMITATIONS 


11. A. Physical therapy A. The Physical Therapy Services Program does
not 

cover: 


1. 


2 .  

3 .  

4 .  

5.  

Services provided in a facility or by a
group

where reimbursementfor physical therapy is 

covered by another segmentof the Program; 


Services performed by physical therapy
assistants whennot under the direct 
supervision of a physical therapist; 

Services performed by physical therapy aides; 


Services rendered to recipients
71 years of  age
and above;or 

Servicesrenderedtorec ip ien ts  which a re  n o t  
required t o  t r e a t  a condition de tec t ed  as a r e s u l t  
of a f u l l  o r  par t ia l  periodic or i n t e r p e r i o d i c  
screenunderthe EPSDT Program. 

Billing time limitations 


(b) Denied,re 

be submitted an 


later. 


3 .  	 A claim for servicesprovided
dates and submittedon a sing
paid only if it is received by
within 6 months ofthe earliest 
service. 

TN No. 93-14 Approval Date apr 09 1993 

Supersedes

TN No. 91-16 Effective Date 
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STATEPLAN FOR MEDICAL ASSISTANCE 
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program 
(Continued) 

11. A .  PhysicalTherapy 5 .  

Servicesthatrequire P .  
preauthorization 

B. 


C. 

D. 


E. 


i 

! 

! 

TN No. 41 - / c
Supersedes 
TN No. 

LIMITATIONS 

preauthorization is requiredforphysicaltherapy 
servicesrenderedinexcess of 60 daysaf terthe 
f i r s t  t rea tment  and  every  60 days  a f te r  tha t .  

Preauthorizationisissuedwhen: 

1. Programprocedures are met; 

2 .  	 Theprovidersubmits  to 'theDepartmentadequate 
documentationdemonstratingthattheserviceto 
be preauthorized i s  necessaryandappropriate  
("necessary"meansdirectlyrelatedtodiagnostic,  

preventative, curative, palliative, or rehabilitative 
treatment;"appropriate"meansaneffective s c r 
vicethatcanbeprovided,takinginto consideration 
t iontheparticularcircumstances of therecipient 
andtherelat ive cos: of otherserviceswhich 
couldbeusedtothesamepurpose). 

Preauthorizationisvalidonlyforservicesrendered 
orinitiatedwithin 60 d a y s  of theda tei ssued .  

Theprovidershallverifythattherecipient is eligible 
for MedicalAssistancecoverageonthedatethat se r 
viceisprovided,eventhoughpreauthorizationhas 

previouslybeen issued. . , 

preauthorizationnormallyrequired b y  theprogram is 
waivedwhentheservice is coveredandapprovedby 
Medicare.However, i f  t heen t i r eo ranypa r t  of a 
claim isrejectedbyMedicare,andthe claim is r e fe r r ed  
totheProgramforpayment,payment will be made for 
servicescoveredbytheprogramonly if authorization 
forthoseserviceshasbeenobtainedbeforebi l l ing.  
nen-medicareclaimsrequirepreauthorizationaccording 
to $ s  A-D.  

Approval Date 

E f f e c t i v e  jan 1991 



R e v i s e d :  1 / 7 / 8 3  
Attachment 3 . 1 A  

Page 

STATE PLAN FORMEDICAL ASSISTANCE 
UNDER TITLE X I X  OFTHE SOCIALSECURITY ACT 

. OFSTATE MARYLAND 

1. 	 C. Hearing Aid Listed under Section 4.B (EPSDT) of this 
Services attachment 


